Introduction
From time to time a new disease appears that causes particular difficulties for the clinician. The recognition of the acquired immune deficiency syndrome (AIDS) in 1979 and its subsequent rapid spread is such a case.' The AIDS problem in the United Kingdom is on a much smaller scale than in America. By November 1984 88 cases had been confirmed in the United Kingdom, as opposed to over 6000 cases in the United States. None the less, the numbers can be expected to rise on the basis of the American experience.
It now seems clear that AIDS is caused by a retrovirus. 2 The appearance of the syndrome is the final stage of a complex process that starts with infection with the AIDS virus and is then probably exacerbated by subsequent infections, which result in irreversible immunosuppression. 3 Recent evidence has shown that the retrovirus, human T lymphotropic virus type III (HTLV-III), which is responsible for AIDS, is already widespread in some sections of the homosexual community. 4 Over 70% of AIDS sufferers in the United States are homosexual men, and there seems to be little doubt that some characteristics of their lifestyle put them at particular risk of acquiring AIDS and many other sexually transmitted diseases. Homosexual men tend to have large numbers of sexual partners.5 A study at the Centers of Disease Control (CDC) in America showed that controls had an average of 30 new partners a year, whereas patients with AIDS had had 60 partners.6 Naturally, many of the sexual partners of highly sexually active homosexual men are casual contacts, the state of whose health is not known.
The specific sexual practices of homosexual men also seem to put them at risk of acquiring AIDS. The CDC case control study showed evidence that anal intercourse, particularly in the passive role, presents a higher risk of contracting AIDS. 6 This parallels findings for other sexually transmitted diseases. 7 The risk of tearing the rectal mucosa, and hence exposure to blood, may be the key factors. There are also growing suggestions that frequent swallowing of semen results in immune suppression, and large amounts of cytomegalovirus (CMV) in urine and semen indicate that frequent exposure to each substantially increases the risk of contracting opportunistic infection.
Men presenting at the Praed Street special clinic at this hospital who are diagnosed as having AIDS, and their lovers, are offered the opportunity of counselling. This offer has been extended recently to some men suffering from persistent generalised lymphadenopathy (PGL) and to the syndrome should eventually prove fatal, he still has time left and needs to be helped to make the most of this. When the shock of diagnosis and its implications has been at least partly accommodated, he needs to be encouraged to take actions in areas where he can have control and not to simply give up, which would lead to feelings of helplessness and depression. It is worth agreeing with the patient a plan of tasks to be done. This needs to include putting his personal and financial affairs in order. Patients often need to make a will, they may be in partnership with others and need to settle tax and other issues. Naturally, whatever life plans are made will differ with the individual, but they must be his plans. These plans have to take realistic account of the patient's physical state and the probable course of the syndrome.
After the initial stage of getting the patient to make plans and to regain control over his life, he is likely to need continuing support. This can often be best achieved in a group with other sufferers, as they share a certain number of common problems. From time to time, however, men will also need individual sessions for help with particular problems.
Counselling the established lovers of patients with

AIDS
The diagnosis of AIDS is a severe blow to the established lover of the patient. The Again, the provision of psychological counselling to deal with the issues mentioned in table I is often of great benefit in avoiding a panic or depressive reaction, and in keeping understandable anxieties to a minimum. The provision of as much information as can be given is important, particularly to ensure that patients with PGL and HTLV-III change their sexual behaviour (see table I ). If patients do not understand why they should make changes in their sexual behaviour they will not do so. It needs to be stressed that the changes are for their benefit as much as for that of potential partners. Some patients take the view that if they restrict their sexual partners to those who are known to be positive for the virus there will be no problem. Besides there being uncertainties about whether this is a realistic approach to the virus itself, this puts them at risk of contracting other sexually transmitted diseases. It is important to make this point clearly. Many homosexual men have fairly extensive histories of STD and have become somewhat blase about them. This view needs to be corrected.
Another common problem with men in these two groups is getting them to keep in contact with their doctor. Clearly, attending the clinic for follow up is unpleasant. At any visit they may well hear that they have AIDS, and if they do hear this there is nothing that can be done to halt -the syndrome. Clearly the infected man is putting himself through considerable anxiety for what may appear to be little return. On the other hand it must be emphasised that prompt treatment of opportunistic infections is important when possible. It is also important to stress that when a man attends a clinic he may receive the reassurance that he probably does not have AIDS. Clinic attendance thus provides some sort of safety signal that has value in itself.
Acquiring PGL or being told that one is HTLV-III positive often serve as a catalyst for the ventilation of previously unmentioned and troubling emotional issues within stable relationships. The psychologist must be alert for potentially destructive themes arising in this manner. Many patients have reacted to diagnosis by completely re-evaluating their lives and activities. When a new perspective is adopted in this context, the social and sexual consequences of such adjustments may have to be carefully examined in a supportive and realistic way. Helping a patient accommodate the new status of "patient at risk" while maintaining constructive control over his life is important in such counselling. This is particularly a problem in the sexual area. Many men react parti-Psychological support and counselling for patients with acquired immnune deficiencv syndrome ( Simply providing information and reassurance will be sufficient for most homosexual men. For the particularly anxious man, however, this may not be enough. Initially he will need the opportunity to talk through his fears in detail. Specific anxiety management techniques may need to be applied in much the same way as they are applied to other fears and phobias. In some cases this will not prove enough, however, and it may be necessary to resort to medication and even psychiatric admission in severe cases.9
Counselling comments Discussion throughout this paper has emphasised the need for appreciable changes in sexual lifestyles in all groups as a preventative or precautionary measure. Men with, and those most at risk of, AIDS are usually accustomed to large numbers of sexual partners, and the imperatives from within the homosexual community to maintain these levels of activity can be very strong. It is perhaps not surprising, therefore, that some reactions to the diagnosis or to the knowledge of having been exposed to the virus include unmodified or even increased levels of sexual activity ( 
